Introduction: The psoriasis is one of the inflammatory dermatoses with unknown etiology, with chronic evolution having episodic appearance and disappearance. Its prevalence in HIV patients varied from 2% to 5% in most of the times. Objective of this study was to describe the demographic, clinical and therapeutic characteristics of psoriasis patients infected with HIV. Methods: It is a descriptive retrospective study done from January 2003 to December 2013 based on the information from the hospital card of hospitalized patients and outpatients taken care in the department of Dermatology-STD for psoriasis at the University hospital center in Donka Conakry. We included all the cases of psoriasis associated with HIV infection diagnosed from clinical and paraclinical elements. Results: We recorded 23 (24.73%) cases of psoriasis associated with HIV infection among 93 patients observed for psoriasis in which there are 4 cases of psoriasis vulgaris, 10 cases of erythrodermic psoriasis and 9 cases of arthropathic form among these numbers. We had 7 women and 16 men. The medium age of our patients was 44.5 ± 12 years [27 -62 years]. The delayed duration time of consultation varied from 30 to more than 180 days. The psoriasis was the circumstance of the discovery of the HIV infection among 55% of cases. The pruritus was the functional sign which is the most frequent in 20 cases among 23 cases and 71.4% of cases were accompanied with pain. Family history was found in 7.10% of cases. Anxiety was the dominant factor cause in 42% and the infection 38%. The cutaneous alteration was noted in all patients; 92.9% of patients had nails alteration and intertrigineous association in 78.6% of cases. The clinical forms found were psoriasis The complicated forms like erythrodermic and arthropathic psoriasis were frequent in patients whose total CD4 < 350 cells/µl about 65%. The most frequently encountered co-morbidity was tuberculosis (9 cases). The use of traditional therapeutic means was noted in 50% of cases. The local treatment was based on dermocorticoid and keratolylic drugs. The general treatment received by all patients was antiretroviral medication and Methotrexate. Discussion: Our results are of course not representing all the cases of psoriasis in Guinea but it gives us an idea of the importance of HIV and psoriasis association and the influence of immunodepression inducted by HIV during the evolution of psoriasis. The demographic, clinical and therapeutic characteristics described in our patients were near those reported by more authors. Conclusion: HIV-associated psoriasis does not appear to be familial. Serious clinical forms occur in highly immunocompromised patients.
Introduction
The psoriasis is one of the inflammatory erythemato-squamous dermatosis with unknown etiology, having chronic evolution with episodes of thrust and remission more or less long [1] . In most cases, psoriasis is a benign disease that is uncomfortable with its unattractive appearance and the difficulty of all its life living with this pathology [2] . However, certain clinical forms are disabling, notably the arthropathic and erythrodermic forms [1] [2] . Its prevalence among HIV-infected individuals ranges from 2% to 5% in most series [2] [3] . The objective of this study was to describe in our context, the demographic, clinical and therapeutic characteristics of psoriatic patients infected with HIV.
Methods
This was a descriptive retrospective study of 11 years conducted from January 
Results
We found 23 cases of psoriasis associated with HIV infection in 93 patients seen for psoriasis at a frequency of 24.73%. These are 16 men and 7 women. The average age was 44.5 ± 12 years with extremes of 27 and 62 years. The consultation period ranged from less than 30 days to more than 180 days. Psoriasis was the circumstance of discovery of HIV infection in the majority of cases (55%). Pruritus was the most common functional sign (16 cases/23 cases) and was accompanied by pain in 71.4% of cases.
The family history of psoriasis was found in 7.10% of cases. Triggers were dominated by stress (42%) and infection (38%). Cutaneous involvement (100%) was noted in all patients; 92.9% of patients had associated phanterian involvement; intertriginous involvement was associated in 78.6% of cases. The clinical forms encountered were psoriasis vulgaris (4 cases or 17.39%), erythrodermic psoriasis (10 cases or 3.48%) and arthropathic psoriasis (9 cases or 39.13%).
More than half of the patients (13 cases) were in stage III of WHO. Complicated forms (erythrodermic and arthropathic psoriasis) were common in patients with CD4 counts < 350 cells/μl (65%). The most common comorbidity was tuberculosis (9 cases). The use of prior therapy was noted in half (50%) of the cases. Local treatment was based on topical corticosteroids and keratolytics. The systemic treatment included the administration of antiretrovirals, oral retinoids and metothrexate, which allowed total bleaching of the patients.
Discussion
We conducted a retrospective descriptive study based on the records of psoriatic patients infected with HIV. The retrospective nature and the fact that the diagnosis of psoriasis in the majority of cases was made solely on the basis of clinical arguments constituted the limits of this study. The results obtained cannot be exhaustive, because the study only took into account the cases recorded in the reference department for the management of dermatological conditions. They cannot represent all psoriasis patients in Guinea, but give an idea of the profile of the association between psoriasis and HIV in Conakry.
Indeed, since the first description of a combination psoriasis and HIV in 1985, where it was noted that HIV infection could trigger or worsen known psoriasis, several other cases have been reported [5] [6] . The frequency of 24.73% in our study remains higher than that reported by Obuch [7] in San Francisco (2.5%).
In Berlin Wölfer et al. [8] report a frequency of 5%, three times higher than in the general population. However, no link between the mode of transmission of the infection and the development of psoriatic lesions has been demonstrated. The average age of our patients is close to that of Dubertret et al. [1] , who report that the age of psoriatic patients infected with HIV appears to be higher (36 years). Several studies [7] [8] report an early age of onset of psoriasis in women, but this is not universally observed. There is no evidence of morphological differences in this dermatosis between men and women [9] . In our series, psoriasis presents an inequality between the two sexes. HIV-infected men are twice tendacy to develop psoriasis than women.
Mebazaa et al. [10] stated in their study that recent onset or worsening of old psoriasis should lead to suspicion of immunosuppression and have to be rule out for HIV serology. This assertion is confirmed by our study where psoriasis was the circumstance of discovery of seropositivity in the majority of cases (55%).
The spontaneous appearance of psoriasis in 93.90% of our patients is identical to the observation of Mebazaa et al. [10] who report that 2/3 of his psoriatic patients infected with HIV had no history of psoriasis. Go BK et al. [11] in Singapore report that out of 96 HIV-infected patients, 70% of patients developed lesions at the time of diagnosis, suggesting that HIV has a direct effect on the onset of psoriasis. This association is probably related to the overexpression of tumor necrosis factor-α (TNF-α) and interferon-γ (IFN-γ) [11] [12] .
As in the Leal L [5] and Manki I [13] series, the predominant clinical forms were erythrodermic psoriasis (10 cases) and arthropathic psoriasis (9 cases).
HIV-induced immunosuppression would explain the preponderance of these complicated forms because most patients had CD4 < 350 cells/μl. As for tuberculosis, its association is not fortuitous because it constitutes the first opportunistic pulmonary infection observed in people infected with HIV in Africa [14] .
Immunomodulatory therapies usually indicated in psoriasis may exacerbate immunosuppression in these subjects and may interact with other drugs [15] .
The choice of treatment must therefore take into account the benefit-risk ratio of the prescribed drug. Recently, "The National Psoriasis Foundation" has issued recommendations for the management of psoriasis in HIV-infected patients [10] .
It offers first-line topical treatment (corticosteroids or topical vitamin D or combination vitamin D corticosteroids or keratolytics) for mild to moderate psoriasis and narrow-spectrum phototherapy associated with antiretrovirals in severe psoriasis. Oral retinoids (acitretin) are indicated as second-line therapy.
For refractory cases, ciclosporin, metothrexate, or TNF-α therapy are offered at the cost of careful clinical and laboratory monitoring [15] . In our patients, the use of topical agents and the general treatment (metothrexate, retinoid) associated with antiretrovirals, allowed the fast and total bleaching of patients without significant side effects have been observed.
Conclusion
HIV-associated psoriasis does not appear to be familial. Serious clinical forms occur in highly immunocompromised patients. The recent onset or aggravation of old psoriasis should lead to suspicion of immunosuppression and HIV serology. 
